With the cervix drawn downward and to the left, the index finger of the left hand is inserted through the opening in the cul-de-sac and passed along the posterior aspect of the utero-sacral ligament. The utero-sacral ligament can be readily identified when put on the stretch.
At this point, so as not to grasp the ureter with the clamp, the cellular tissue in the region of the uterine artery should be further pushed upward.
Having applied a Wertheim clamp to the utero-sacral ligaments on each side and cut between them and the cervix, more of the broad ligament is put on the stretch with the index finger of the left hand in order to bring each uterine artery into view ; these as well as the broad ligaments on each side are clamped by one or two Wertheim clamps and divided from the uterus.
To deliver the fundus of the uterus, the index finger of the left hand is passed behind the uterus, putting the uterovesical fold of the peritoneum on the stretch. This fold is then incised, and the fundus By grasping the peritoneum with Allis forceps, the cul-de-sac can be adequately exposed. A purse-string suture is then inserted into the peritoneum, care being taken not to injure or incorporate the ureter by taking a deep bite with the needle. The purse string suture should be inserted as high in the cul-de-sac as possible and tightened as the taped gauze in the cul-de-sac is gradually being withdrawn. The peritoneal cavity is now completely occluded while the end of all severed vessels lie extraperitoneally. The free ends of this purse string suture are held, to be later employed.
At this point the redundant portion of the peritoneum may be resected.
The abdominal cavity having been occluded, the mucous membrane of the anterior vaginal wall is then grasped and held with a series of Allis forceps or lung clamps. With gauze over the index finger, the mucosa is further separated from the underlying tissue.
Since the blood supply becomes more abundant as one approaches the pubic arch, by thus delaying the complete separation of the mucosa, embarrassing bleeding is obviated. This step in the technique ensures a relatively dry field until after the uterus is removed and the peritoneal cavity closed.
On a fistula needle the sutures previously ligated to the utero-sacral ligaments are fixed into the pubocervical fascia at its junction with the anterior portion of the urogenital diaphragm. By this arrangement the bladder is properly supported on a platform formed by the pubocervical fascia and utero-sacral ligaments.
The purse-string ligature occluding the cul-de-sac is brought around the lateral sides of the utero-sacral ligaments and tied. By so doing, the potential dead space between the peritoneum and the new pelvic floor is obliterated. At the same time, the two utero-sacral ligaments are firmly brought together. These 
